I HAVE selected the title, " Tuberculous Endobronchitis," in preference to the more widely used term " Tracheo-bronchial Tuberculosis," as the latter is generally interpreted as referring to endobronchial lesions involving either the trachea or the major bronchi; in short, to lesions which can be visualised through a bronchoscope and where the diagnosis can be established beyond dispute. While these probably constitute the major portion of the problem in that their influence upon the management of the intrapulmonary disease may be profound, I am by no means convinced that disease of the medium and smaller bronchi is of negligible importance or that occlusion of the minor bronchi has invariably a beneficial effect. In considering the problem, therefore, I feel that we must look a little further than the bronchoscope and that " Tuberculous Endobronchitis "
gives a more accurate estimate of the field to be surveyed.
The intricacies of modern thoracic surgery and of collapse therapy in general have impelled the clinician to familiarise himself with the details of the morbid anatomical changes associated with pulmonary tuberculosis. The day has passed when the knowledge that the chest wall is rigid and the lung parenchyma elastic can be accepted as a sufficient basis on which to found a therapeutic programme. It is remarkable that, although pathological changes in the bronchial lumen were described over one hundred years ago, it is only during the last twenty years that these have been described clinically and the suggestion put forward that they might provide an explanation for some of the anomalies and disasters which accompanied efforts at therapeutic lung collapse. Time does not allow a review of the history of this study of endobronchial disease, but the authoritative work of Eloesser (1934), Pinner (1945) and Rafferty (1944) ^cidence of 15-5 per cent., Rafferty (1944) 11 per cent., Birkelo and Poznak (1945) One final remark about the part which occlusion of a minor bronchus may play in the closure of a tension cavity. We know that this does occur, but I prefer to think that this occlusion has resulted from a complete stenosis due to healing of bronchial disease rather than that it should be result of a blockage, perhaps temporary, by inflammatory tissue. The desire to produce cavity obliteration should not be carried to a point where treatment of a suspected bronchial lesion is neglected in the hope that Providence will intervene and that, out of evil, good will inevitably arise.
